Foster Family Home - Corrective Action Report

Provider ID: 1-150027

Home Name: Anthony Castillo, CNA Review ID: 1-150027-4

94-339 Waipahu Street Reviewer: Carrie Wakai

Waipahu HI 96797 Begin Date:  6/14/2018 End Date: {-é’/ v [ 0] ?

Foster Family Home Required Certificate [17-1454-6]

B.(d)(1) Comply with all applicable requirements in this chapter: and
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8.d.1-Home visit made for a 2 to 3 person recertification. A Corrective Action Report was issued during the survey with a
Corrective Action Plan due to CTA by 7/14/18.

Foster Family Home Personnel and Staffing [17-1454-41]
41.(b)(5)(C)(i) Have a valid driver's license;
41.)®  Have abéhh{e’ﬁt}ﬁ.hh"c&f’ c'dr}éﬁ{ t'r"a}rilﬁg'sa'slééa’t;ér'n}a' pathogen and infection control, cardiopulmonary

Comment:

41(b)(5)(C)(1)-No valid driver's license present for CG#3 in the folder.

41(b)(8)-No current CPR/First Aid training present for CG #3 in the home's folder.
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Community Care Foster Family Home (CCFFH)
" Written Plan of Correction for Deficiencies
Listed in Corrective Action Report
Chapter 17-1454

CCFFH Name: ANTHONY CASTILLD
CCFFH Address: Q4- %24 Woy pahu 4

Rule Corrective Action Taken Date

Prevention Strategy
Number Corrected
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Primary Caregiver’s Signature:

Print-Name: A\\“\'\Os[\kl &‘:‘ﬂ \)Lﬁ Date of Signature: :::’ ” 1‘? - 19
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